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A Complaint Survey investigating ARO # 

KY00017719 and ARO # KY00017776 was 

initiated on 02/06/12 and concluded on 02/08/12. 

ARO # KY00017719 was found to be 

substantiated with no deficiencies cited. ARO # 

KY00017776 was also found to be substantiated 

with no deficiencies cited.
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